There are increasing uncontrolled data to suggest that pars plana vitrectomy (PPV) may be beneficial in patients with diffuse diabetic macular oedema (DDMO). This treatment is not however universally efficacious and many questions remain regarding the subsets of patients (if any) who are most likely to benefit from surgery. Most of the data suggesting benefit relate to patients with a taut thickened posterior hyaloid (TTPH). [1] [2] [3] [4] This is a clinical sign where the premacular posterior hyaloid has an exaggerated glistening appearance in the absence of signs associated with retinal traction, such as striae, retinal detachment, or altered vascular tortuosity. 3 Using optical coherence tomography (OCT), such patients have been found to have partial posterior hyaloid separation and a 'traction macular detachment'. 5 We and others have found that a similar OCT appearance occurs in the absence of a clinically evident TTPH [6] [7] [8] and hypothesise that patients with partial vitreoretinal separation on OCT, but no clinical evidence of a TTPH, may also benefit from PPV. We present such a case and discuss the visual and anatomical results.
Case report
A 67-year-old patient with diabetes presented with a 20-year history of macular oedema and subsequent proliferative retinopathy (PDR) affecting each eye. The right eye had failed to respond to four macular grids as well as panretinal photocoagulation (PRP), and his visual acuity had deteriorated from 6/6 to counting fingers vision because of persistent DDMO. Similarly, the left eye had failed to respond to five macular grids as well as PRP, resulting in a deterioration of his left visual acuity from 6/6 to 6/18. No traction was found on clinical examination using a 66 dioptre lens, and the vitreoretinal interface showed no clinical evidence of a TTPH.
Fluorescein angiography revealed diffuse diabetic macular oedema with a deep diffuse late leakage pattern in both eyes and no significant macular ischaemia in either eye. OCT revealed a pattern reminiscent of the dome-shaped elevation described by Patel et al, 7 with partial posterior hyaloid separation in both eyes.
Vitrectomy with internal limiting membrane (ILM) peel was performed asynchronously on both eyes. Pre-and postoperative acuity and OCT central macular thickness data (using Humphrey-Zeiss s OCT mapping software version 6.2) are presented in Table 1 .
Comment
Identifying patients who will benefit from surgery on the basis of OCT patterns is a current area of research in diabetic macular oedema. Preliminary reports suggest that OCT may provide valuable information in this regard. 9, 10 The OCT patterns in diabetic macular oedema are currently classified into domed and diffuse, that is, with or without an area of perifoveal elevation. There is speculation that patients with a domed pattern and focal vitreoretinal separation on OCT may respond to surgery, but these data are as yet unpublished. 7, 8 7 have reported patients with a similar pattern on OCT without a clinically evident TTPH. The patient that we present has responded well to vitrectomy. Preoperatively there was no clinically detectable TTPH, and OCT revealed a dome-shaped elevation with partial vitreoretinal separation (white arrows), suggesting that this OCT pattern may be useful in identifying patients who will potentially benefit from surgery regardless of the clinical appearance of the premacular posterior hyaloid.
Vitrectomy for macular oedema is not universally efficacious, and further investigation is clearly required into the efficacy of surgery in patients with DDMO. We are currently conducting a randomised controlled trial to evaluate the benefit of surgery in such patients. This case shows that patients with no clinical evidence of a TTPH may achieve and sustain anatomical and visual improvement following surgery. Further investigation into the OCT vitreoretinal interface pattern as a potential predictor of surgical outcome is warranted. The aetiology of acute posterior multifocal placoid pigment epitheliopathy (APMPPE) remains a subject of debate. Our patient represents the second reported case of APMPPE associated with adenoviral infection. 1 
Case report
A 37-year-old Caucasian male presented with acute bilateral blurring of vision. He also reported a 3-week period of prodromal general malaise with symptoms of myalgia, arthralgia, headache and nonproductive cough. He had no significant past history and was not taking any regular medication. Family history was negative.
Visual acuities at presentation were right eye (RE) 6/24 and left eye (LE) 6/36. Anterior and vitreous chambers were quiet. Fundoscopy showed subtle perifoveal pallor. The next day visual acuities had fallen to 6/60 in both eyes. Ocular examination revealed slightly injected bulbar conjunctivae and o1+ anterior chamber cells
